
Pa ent Informa on 

Pa ent Informa on                                                                                     

First Name:  _________________________________     Last Name:  ____________________________________   Middle Ini al:  ______     

Preferred Name?  ________________________       Date of Birth:  _______________________________      Sex:         Male        Female 

Street Address:   ______________________________________________   City/State/Zip: _______________________________________ 

Phone:   Cell  _________________________     Home  ___________________________       Work  _________________________________ 

Email:  ____________________________________________________   (We use email for appointment communica ons.  ZERO SPAM) 

Preferred method of contact (check all that apply):           Phone Call              Text                 Email         

Marital Status:            Single          Married          Partnered          Separated          Widowed          Minor     

Emergency Contact: __________________________________  Rela onship:  _________________   Phone #: _______________________ 

Please list other family members who are pa ents of record: _______________________________________________________________ 

Occupa on:  ____________________________________          Re red         None        Student   School: _____________________________ 

How did you hear about us?         Web Search           Driving down Del Prado           Social Media           Adver sement           Community Event 

           Referred by another pa ent : _____________________________________         Friend          Rela ve          Doctor Referral 

Responsible Party Informa on               Same as above, I am the responsible party for my account 

       Spouse          Father          Mother           Guardian    

First Name: _____________________________________   Last Name:  __________________________________    Middle Ini al:  ______ 

Date of Birth: _______________________________      SSN: ________________________     Sex :           Male         Female                                           

Street Address:   _________________________________________________   City/State/Zip:   ___________________________________ 

Phone Number:    Cell  ________________________     Home  ___________________________         Work    ________________________  

Primary Dental Insurance Informa on              I do not have dental insurance  

Name of Policy Holder:  ________________________________________________  DOB: __________________  SSN:  ________________   

Employer: _________________________________________      Insurance Company:   __________________________________________    

Insurance Company Phone #: _____________________  Group #:  _________________________   Member ID: ______________________ 

Secondary Dental Insurance Informa on      

Name of Policy Holder:  ________________________________________________  DOB:__________________ SSN: _________________    

Employer: _________________________________________   Insurance Company:  ____________________________________________       

Insurance Company Phone #: _____________________  Group #:  _________________________   Member ID: ______________________ 

Sharing of Health and Payment Informa on         Do not release my health informa on to anyone (not even family)  

Cape Dental Care may disclose details of my health informa on and billing informa on to my personal representa ve(s) listed below: 

Name:  __________________________________________   Rela onship: ________________________   Phone: ____________________ 

Name:  __________________________________________   Rela onship: ________________________   Phone: ____________________ 

Pa ent/Guardian Signature:  X __________________________________________________________  Date: ________________________ 

Today’s Date:   ______________ 
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Medical Updates:

 or nursing No          Due Date: ________
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Rx MedsAlcohol

Smoke

Is there anything else important for us to know about your health?
If more than 9, please bring medication list to your appointment

X

Pharmacy: _____________ Location (street):________________



Dental History 

DiagnosƟc Records and Photo Consent         

I hereby authorize Cape Dental Care to take photos, 3D imaging, and videos (“Images”) of my teeth and face. These images will be used for di-

agnosƟc treatment planning and communicaƟon with our treatment team. These images may also be used for 1.) EducaƟonal purposes includ-

ing study club meeƟngs, lectures, and professional publicaƟons, and 2.) PromoƟonal materials to show paƟents of record, or out of the office in 

any form of adverƟsing for the pracƟce, including but not limited to our website and our social media accounts.  

   I agree to the use of my images as described above 

   I only agree to have my teeth shown without any idenƟfying facial features 

   I decline (use only for diagnosƟc purposes)   PaƟent/Guardian Signature:  ____________________________________________ 

EstheƟcs 

Do you like your smile?        Yes        No        What don’t you like? ____________________________________________________________ 

Are you interested in having whiter teeth?         Yes         No      Have you ever whitened or bleached your teeth  before?         Yes         No 

Have you ever been disappointed in the appearance of previous dental work?        Yes   No  ___________________________________  

Are you interested in Invisalign or orthodonƟcs?            Yes         No       Are you interested in Veneers or Crowns?              Yes           No 

Previous DenƟst              No previous denƟst 

Name of Previous DenƟst: __________________________________    City: __________________________   Year of Last Visit:   _______  

Year of last full set of X‐rays:  _______         Not sure       I rouƟnely visit every:         3 mo          4 mo         6 mo        12 mo       Not rouƟnely  

   I would like to have my previous records and X-rays forwarded to Cape Dental Care.  (There is a separate Records Release form to fill out.) 

Dr. Notes:  

Today’s Date:   ______________ 

Personal History 

Are you fearful or anxious about dental visits?        Yes    No     Slightly       Rate on a scale of 1 (not fearful) to 10 (very fearful):_____ 

Have you had any negaƟve dental experiences?        Yes       No    If yes, explain: ______________________________________________ 

Do you have a family history of dental problems?       Yes       No     If yes, explain: ______________________________________________  

Do you have a specific dental problem? Describe:   _______________________________________________________________________    

Gums 

Do your gums bleed or hurt when you brush or floss?      Yes       No     Do you have gum recession?          Yes        No 

Has a denƟst ever diagnosed you with gum disease?         Yes        No     Do you pack food between your teeth?      Yes        No 

Do you have a foul odor in your mouth (halitosis)?            Yes        No 

Bite and FuncƟon 

Did you ever have braces or orthodonƟc treatment?      Yes        No      Does your bite feel good and stable?        Yes    No 

Can you eat an apple without any difficulty?           Yes      No     Do your jaw joints every bother you?     Yes        No 

Do you clench or grind your teeth at night?             Yes        No     Do you have any head or neck pain?      Yes        No  

Teeth 

Have you had any of the following?     Missing Teeth    CaviƟes in the last 5 years    Toothache       SensiƟvity to Cold or Sweets 

  Broken Tooth      Pain when chewing           Dry Mouth      Loose Teeth      



Office Policies and Consents 

Fees and Payments    We pride ourselves on having the highest quality dental care available, but with reasonable prices.

Payment is due at the Ɵme of service:   We accept cash, major credit cards, checks, and third‐party lenders (CareCredit and Proceed Fi‐

nance). Any balance leŌ on an account over 60 days will be subject to a 1.5% per month interest charge. 

Personal Checks:    No internaƟonal,  third‐party, or postdated checks will be accepted. We may process checks by Remote Image Deposit 

the same day as the visit. There are fees associated with returned checks (“bounced checks”), which are set by your state.  

Payment Plans (Financing with a third‐party):  Cape Dental Care is not responsible for the financial agreement between you and third‐party 

lenders.  CareCredit and Proceed Finance are each subject to their own credit approval.  CareCredit is more popular for $5000 or less. Pro‐

ceed Financing will lend up to $60,000. Please review each financial agreement carefully, as you will be solely responsible for the terms. 

Refunds:  All sales are final.  Dental products are not returnable. 

CancellaƟon Policy         We will always respect your me and strive to schedule appointments that accommodate your needs. 

Please make every effort to keep your reserved dental appointments. There is a $50 fee for appointments missed or cancelled with less 

than 48 hours noƟce. We understand that emergencies and personal situaƟons do arise and will take this into consideraƟon. We aƩempt to 

confirm all appointments through telephone, text, and/or emails. Please respond promptly to our aƩempts to reach you regarding your 

dental appointments.  

Electronic CommunicaƟons            

We would like to communicate with you using phone, email, and texƟng. These plaƞorms have some level of risk and third parƟes may be 
able to intercept and read our communicaƟons. For all sensiƟve communicaƟons we will either call or send secured, encrypted emails.  

I consent to communicaƟon via:       [  ] Text    [  ] Email    [  ] Phone 

[  ] I only wish to be called on my phone 

Insurance We have a dedicated insurance coordinator to help you with understanding your plan. 

1. We are not contracted with your insurance company. As a courtesy, we will file your insurance claim, but only if your plan allows for OUT‐

OF‐NETWORK benefits. Your insurance company will not pay for your treatment if you are required to see an in‐network denƟst (ie. HMO).

2. You are responsible for all of our fees, regardless of insurance coverage. We will do our best to ESTIMATE what your insurance company

will pay for based on what informaƟon your insurance tells us. But this is not a guarantee of payment. The full responsibility is on the pa‐

Ɵent to understand their specific policy, yearly maximums, waiƟng periods, and limitaƟons of the policy. We recommend any treatment

over $300 to be pre‐authorized by the insurance company. This usually takes between 2‐4 weeks.  

3. Insurance companies pay based on their own “Reasonable and Customary” fee schedules, which may result in less payment than expected.

The paƟent is required to pay co‐pays and deducƟbles at the Ɵme of service.

I hereby authorize for the release of informaƟon necessary to process my claim.  I hereby authorize payment of all benefits directly to Cape 

Dental Care, that are otherwise payable to me. I acknowledge and understand that I will be fully responsible for any balances on this account 

not covered by my insurance. 

PaƟent/Guardian Signature:  X _______________________________________ 

Today’s Date:   ______________ 

Receipt of NoƟce of Privacy PracƟces 

I hereby acknowledge that a copy of Cape Dental Care’s NoƟce of Privacy PracƟces has been made available to me. I have been given the 

opportunity to ask any quesƟons I may have regarding this noƟce.  

PaƟent/Guardian Signature:  X _______________________________________ 

PaƟent/Guardian Signature:  X _______________________________________ 

PaƟent/Guardian Signature:  X _______________________________________ 

PaƟent/Guardian Signature:  X _______________________________________ 
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